


Patient name________________________________		
Address___________________________________
City, State, Zip_______________________________
Phone______________________________________


To whom it may concern,

My Provider filed the attached claim form with the __________________________________ Insurance Company on _____________.
It has not been paid or denied. It is my understanding that there are state prompt pay laws and /or guidelines that monitor commercial insurance carriers and these laws and /or guidelines are regulated by the State Insurance Department. 
Benefits were assigned to ____________________________________ and as of today’s date payment has not been received.
Please accept this letter as a formal written complaint against the ______________________________ Insurance Company. 

Patient signature_____________________________________
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